CHAPTER 37
MEDICARE SUPPLEMENT INSURANCE
MINIMUM STANDARDS

191—37.1(514D)Purpose. The purpose of this chapter is to provide for the reasonable standardization of coverage and simplification of terms and
benefits of Medicare supplement policies; to facilitate public understanding and comparison of such policies; to elinigiats pavained in
suchpolicies which may be misleading or confusing in connection with the purchase of such policies or with the settlementaofctiaimovide

for full disclosures in the sale of accident and sickness insurance coverages to persons eligible for Medicare.

191—37.2(514D) Applicability and scope.Except as otherwise specifically provided in rules 37.6(514D), 37.11(514D), 37.12(514D),
37.15(514D) and 37.20(514D), this chapter shall apply to:

All Medicare supplement policies delivered or issued for delivery in this state on or after the effective date hereof, and

All certificates issued under group Medicare supplement policies, which certificates have been delivered or issued fan tebvaate.

This chapter shall not apply to a policy or contract of one or more employers or labor organizations, or of the trusteesstdlalifined épne or
more employers or labor organizations, or combination thereof; for employees or former employees, or a combination fihvenmsef)lwers or
former members, or a combination thereof, of the labor organizations.

191—37.3(514D) Definitions.For purposes of this chapter:

“Applicant” means:

1. Inthe case of an individual Medicare supplement policy, the person who seeks to contract for insurance benefits, and

2. Inthe case of a group Medicare supplement policy, the proposed certificate holder.

“Certificate” means any certificate delivered or issued for delivery in this state under a group Medicare supplement policy.

“Certificate form” means the form on which the certificate is delivered or issued for delivery by the issuer.

“Issuer” includes insurance companies, fraternal benefit societies, health care service plans, health maintenance organizatiotiseand any
entity delivering or issuing for delivery in this state Medicare supplement policies or certificates.

“Medicare” means the “Health Insurance for the Aged Act, Title XVIII of the Social Security Amendments of 1965, as Then Constitited or Lat
Amended.”

“Medicare supplement poli¢ymeans a group or individual policy of accident and sickness insurance or a subscriber contract of hospital and
medical service associations or health maintenance organizations, other than a policy issued pursuant to a contradruh8@é séttie federal
Social Security Act (42 U.S.C. Section 1395 et seq.) or an issued policy under a demonstration project specified in 42tlar8139S5ss(g)(1),
which is advertised, marketed or designed primarily as a supplement to reimbursements under Medicare for the hospital songiteakex-
penses of persons eligible for Medicare.

“Policy form” means the form on which the policy is delivered or issued for delivery by the issuer.
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191—37.4(514D)Policy definitions and terms. No policy or certificate may be advertised, solicited or issued for delivery in this state as a Med
care supplement policy or certificate unless such policy or certificate contains definitions or terms which conform tioeimengsjof this rule.
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“Accident,” “accidental injury,” or “accidental means'shall be defined to employ “result” language and shall not include words which establlsh
an accidental means test or use words such as “external, violent, visible wounds” or similar words of description ozatiaracteri w
1. The definition shall not be more restrictive than the following: “Injury or injuries for which benefits are provided coaerga bodily ~
injury sustained by the insured person which is the direct result of an accident, independent of disease or bodily iafigmother cause, and o
occurs while insurance coverage is in force.” N

2. Such definition may provide that injuries shall not include injuries for which benefits are provided or available undekensy @om-
pensation, employer’s liability or similar law, or motor vehicle no-fault plan, unless prohibited by law.

“Benefit period” or “Medicare benefit period’shall not be defined more restrictively than as defined in the Medicare program.

“Convalescent nursing home,” “extended care facilitg/™skilled nursing facility” shallnot be defined more restrictively than as defined in the
Medicare program.

“Health careexpensesimeans expenses of health maintenance organizations assotiatbé delivery of health care services, which expenses
are analogous to incurred losses of insurers.

Such expenses shall not include:

Home office and overhead costs;
Advertising costs;

Commissions and other acquisition costs;
Taxes;

Capital costs;

Administrative costs; and

Claims processing costs.

“Hospltal” may be defined in relation to its status, facilities and available services or to reflect its accreditation by the Joisic@oomAis-
creditation of Hospitals, but not more restrictively than as defined in the Medicare program.

“Medicare” shall be defined in the policy and certificate. Medicare may be substantially defined as “The Health Insurance for theTird Ac
XVIII of the Social Security Amendments of 1965 as Then Constituted or Later Amended,” or “Title I, Part | of Pub. L. No. 89-9t&dalsyRhac
Eighty-Ninth Congress of the United States of America and popularly known as the Health Insurance for the Aged Act, sstthed aod any
later amendments or substitutes thereof,” or words of similar import.

“Medicare eligible expensesshall mean expenses of the kinds covered by Medicare, to the extent recognized as reasonable and medically neces-
sary by Medicare.

“Physician” shall not be defined more restrictively than as defined in the Medicare program.

“Sickness” shall not be defined to be more restrictive than the following: “Sickness means illness or disease of an insured pefissin which
manifeststself after the effective date of insurance and while the insurance is in force.” The definition may be further mogdiedasieknesses
or diseases for which benefits are provided under any workers’ compensation, occupational disease, employer’s lialdgitylaw.simi
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37.5(1) Except for permitted preexisting condition clauses as described in 3&'6@dnd 37.7(1n,” no policy or certificate may be adver-
tised, solicited or issued for delivery in this state as a Medicare supplement policy if such policy or certificate cuittdiosdior exclusions on
coverage that are more restrictive than those of Medicare.

37.5(2) No Medicare supplement policy or certificate may use waivers to exclude, limit or reduce coverage or benefits for speaifezhtly
described preexisting diseases or physical conditions.

37.5(3) No Medicare supplement policy or certificate in force in the state shall contain benefits which duplicate benefits priedéchbsy.

191—37.6(514D) Minimum benefit standards for policies or certificates issued for delivepyior to January 1, 1992. No policy or certificate
may be advertised, solicited or issued for delivery in this state as a Medicare supplement policy or certificate unfees éxcesds the following
minimum standards. These are minimum standards and do not preclude the inclusion of other provisions or benefits whichrasisteat with
these standards.

37.6(1) General standats. The following standards apply to Medicare supplement policies and certificates and are in addition to all other re-
quirements of this regulation.

a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred more than six morttesefifentive
date of coverage because it involved a preexisting condition. The policy or certificate shall not define a preexistorgroonglitestrictively than
a condition for which medical advice was given or treatment was recommended by or received from a physician within sigforeritiesddffec-
tive date of coverage.

b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from sickness on a differemt loagsisshasult-
ing from accidents.

c. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost-sharing amounts under Mdzkcare
changed automatically to coincide with any changes in the applicable Medicare deductible amount and copayment percenté&yefaaios
may be modified to correspond with such changes.

d. A “noncancelable,” “guaranteed renewable,” or “noncancelable and guaranteed renewable” Medicare supplement policy shall not:

(1) Provide for termination of coverage of a spouse solely because of the occurrence of an event specified for terminetageobicihe
insured, other than the nonpayment of premium; or

(2) Be canceled or nonrenewed by the issuer solely on the grounds of deterioration of health.

e. (1) Except as authorized by the commissioner of this state, an issuer shall neither cancel nor nonrenew a Medicare alfmyiement p
certificate for any reason other than nonpayment of premium or material misrepresentation.

(2) If a group Medicare supplement insurance policy is terminated by the group policyholder and not replaced as providedgraphbp
“e” (4) below, the issuer shall offer certificate holders an individual Medicare supplement policy. The issuer shall offéictite betder at least
the following choices:

1. Anindividual Medicare supplement policy currently offered by the issuer having comparable benefits to those contaieedhimatieel
group Medicare supplement policy; and

2. Anindividual Medicare supplement policy which provides only such benefits as are required to meet the minimum stasfiaedsias d
37.7(2).

(3) If membership in a group is terminated, the issuer shall:
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1. Offer the certificate holder such conversion opportunities as are described in“87 @1 )or

2. At the option of the group policyholder, offer the certificate holder continuation of coverage under the group policy.

(4) If a group Medicare supplement policy is replaced by another group Medicare supplement policy purchased by the salderptiizyho
issuer ofthe replacement policy shall offer coverage to all persons covered under the old group policy on its date of terminatige. uGdeethe
new group policy shall not result in any exclusion for preexisting conditions that would have been covered under thecgrbamgakplaced.

f.  Termination of a Medicare supplement policy or certificate shall be without prejudice to any continuous loss which comnierthed wh
policy was in force, but the extension of benefits beyond the period during which the policy was in force may be predicatecontiondhs total
disability of the insured, limited to the duration of the policy benefit period, if any, or to payment of the maximum benefits.

37.6(2) Minimum benefit standards.

a. Coverage oPart A Medicare eligible expenses for hospitalization to the extent not covered by Medicare from the sixty-first day #hrough th
ninetieth day in any Medicare benefit period;

b. Coverage for either all or none of the Medicare Part A inpatient hospital deductible amount;

c. Coverage oPart A Medicare eligible expenses incurred as daily hospital charges during use of Medicare’s lifetime hospital inpagent reser
days;

d. Upon exhaustion of all Medicare hospital inpatient coverage including the lifetime reserve days, coverage of 90 peidexiczfralPart
A eligible expenses for hospitalization not covered by Medicare subject to a lifetime maximum benefit of an additional 365 days

e. Coveragainder Medicare Part A for the reasonable cost of the first three pints of blood (or equivalent quantities of packed edid,kdeod ¢
defined under federal regulations) unless replaced in accordance with federal regulations or already paid for under Part B;

f.  Coverage for the coinsurance amount of Medicare eligible expenses under Part B regardless of hospital confinement,rsakijetirto a
calendar year out-of-pocket amount equal to the Medicare Part B deductible ($100);

g. EffectiveJanuary 1, 1990, coverage under Medicare Part B for the reasonable cost of the first three pints of blood (or equivaemifquant
packed red blood cells, as defined under federal regulations), unless replaced in accordance with federal regulatigrzamt fdraattier Part A,
subject to the Medicare deductible amount.
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191—37.7(514D) Benefit standards for policies or certificates issued or delivered on or affanuary 1, 1992. The following standards are
applicable to all Medicare supplement policies or certificates delivered or issued for delivery in this state on or aftelr, 328922 No policy or

certificate may be advertised, solicited, delivered or issued for delivery in this state as a Medicare supplement piificgterurdess it complies
with these benefit standards.

37.7(1) General standats. The following standards apply to Medicare supplement policies and certificates and are in addition to all other re-
quirements of this chapter.

a. A Medicare supplement policy or certificate shall not exclude or limit benefits for losses incurred more than six mortiescfientive
date ofcoverage because it involved a preexisting condition. The policy or certificate may not define a preexisting conditistrintimedyr¢han a
conditionfor which medical advice was given or treatment was recommended by or received from a physician within six months biefolieehe ef
date of coverage.

b. A Medicare supplement policy or certificate shall not indemnify against losses resulting from sickness on a different lossisgasult-
ing from accidents.



c. A Medicare supplement policy or certificate shall provide that benefits designed to cover cost-sharing amounts under Mdukcare w
changed automatically to coincide with any changes in the applicable Medicare deductible amount and copayment percentdyefaatos
may be modified to correspond with such changes.

d. No Medicare supplement policy or certificate shall provide for termination of coverage of a spouse solely because ottieearfcamr
event specified for termination of coverage of the insured, other than the nonpayment of premium.

e. Each Medicare supplement policy shall be guaranteed renewable and

(1) The issuer shall not cancel or nonrenew the policy solely on the ground of health status of the individual; and

(2) The issuer shall not cancel or nonrenew the policy for any reason other than nonpayment of premium or material miswapresenta

(3) If the Medicare supplement policy is terminated by the group policyholder and is not replaced as provided undet &),Atig issuer
shall offer certificate holders an individual Medicare supplement policy which at the option of the certificate holder:

1. Provides for continuation of the benefits contained in the group policy, or

2. Provides for such benefits as otherwise meets the requirements of this subrule.

(4) If anindividual is a certificate holder in a group Medicare supplement policy and the individual terminates membérshipirpt the
issuer shall:

1. Offer the certificate holder the conversion opportunity described in 327(38), or

2. At the option of the group policyholder, offer the certificate holder continuation of coverage under the group policy.

(5) If a group Medicare supplement policy is replaced by another group Medicare supplement policy purchased by the salderptiizyho
issuer ofthe replacement policy shall offer coverage to all persons covered under the old group policy on its date of terminatige. uGdeethe
new policy shall not result in any exclusion for preexisting conditions that would have been covered under the groupngalepyldezd.

f.  Termination of a Medicare supplement policy or certificate shall be without prejudice to any continuous loss which comnieribed wh
policy was in force, but the extension of benefits beyond the period during which the policy was in force may be conditionedaionidis total
disability of the insured, limited to the duration of the policy benefit period, if any, or payment of the maximum benefits.

g. (1) A Medicare supplement policy or certificate shall provide that benefits and premiums under the policy or certifibateis@hded at
the request of the policyholder or certificate holder for the period (not to exceed 24 months) in which the policyhotifieatr betder has applied
for and is determined to be entitled to medical assistance under Title XIX of the Social Security Act, but only if thédaolmybertificate holder
notifies the issuer of such policy or certificate within 90 days after the date the individual becomes entitled to suxdeassista

(2) If such suspension occurs and if the policyholder or certificate holder loses entitlement to such medical assistavits;, suchrificate
shall be automatically reinstituted (effective as of the date of termination of such entitlement) as of the terminatientflesoremt if the policy-
holder or certificate holder provides notice of loss of such entitlement within 90 days after the date of such loss andrpaysithattributable to
the period, effective as of the date of termination of such entitiement.

(3) Reinstitution of such coverages:

1. Shall not provide for any waiting period with respect to treatment of preexisting conditions;

2. Shall provide for coverage which is substantially equivalent to coverage in effect before the date of such suspension; and

3. Shall provide for classification of premiums on terms at least as favorable to the policyholder or certificate holgegrasitheclassifica-
tion terms that would have applied to the policyholder or certificate holder had the coverage not been suspended.

[T6T]20URINSUY|

gd‘seud



37.7(2) Standards for Basic (“Core”) Benefits Common to All Benefit Pldbgery issuer shall make available a policy or certificate including o
only the following basic “Core” package of benefits to each prospective insured. An issuer may make available to prospettany of the =
other Medicare supplement insurance benefit plans in addition to the basic “Core” package, but not in lieu thereof. 4

a. Coverage oPart A Medicare Eligible Expenses for hospitalization to the extent not covered by Medicare from the sixty-first day mrough:th
ninetieth day in any Medicare benefit period;

b. Coverage oPart A Medicare Eligible Expenses incurred for hospitalization to the extent not covered by Medicare for each Medicare Ilfetlme
inpatient reserve day used,;

c. Upon exhaustion of the Medicare hospital inpatient coverage including the lifetime reserve days, coverage of the Megi¢igiliart
Expenses for hospitalization paid at the Diagnostic Related Group (DRG) day outlier per diem or other appropriate steyrdard, dybject to a
lifetime maximum benefit of an additional 365 days;

d. Coverage under Medicare Parts A and B for the reasonable cost of the first three pints of blood (or equivalent quackitigseaf pkod
cells, as defined under federal regulations) unless replaced in accordance with federal regulations;

e. Coverage for the coinsurance amount of Medicare Eligible Expenses under Part B regardless of hospital confinementaNbgztt to t
care Part B deductible.

37.7(3) Standards for Additional BenefitsThe following additional benefits shall be included in Medicare Supplement Benefit Plans “B”
through “J” only as provided by 37.8(514D).

a. Medicare Part A Deductible: Coverage for all of the Medicare Part A inpatient hospital deductible amount per benefit period.

b. Skilled Nursing Facility Care: Coverage for the actual billed charges up to the coinsurance amount from the twenty-first dayetbroigh t
hundredth day in a Medicare benefit period for posthospital skilled nursing facility care eligible under Medicare Part A;

c. Medicare Part B Deductible: Coverage for all of the Medicare Part B deductible amount per calendar year regardlessoohfiospital
ment.

d. Eighty percent of the Medicare Part B Excess Charges: Coverage for 80 percent of the difference between the actual MedicargePart B
as billed, not to exceed any charge limitation established by the Medicare program or state law, and the Medicare-apBrobadgeart

e. One hundred percent of the Medicare Part B Excess Charges: Coverage for all of the difference between the actual M&divargeRast
billed, not to exceed any charge limitation established by the Medicare program or state law, and the Medicare-appraleddeart B

f.  Basic Outpatient Prescription Drug Benefit: Coverage for 50 percent of outpatient prescription drug charges, after ag25%ecale
deductible, to a maximum of $1,250 in benefits received by the insured per calendar year to the extent not covered by Medicare.

g. Extended Outpatient Prescription Drug Benefit: Coverage for 50 percent of outpatient prescription drug charges, aftdeadi25ear
deductible to a maximum of $3,000 in benefits received by the insured per calendar year, to the extent not covered by Medicare.

h. Medically Necessary Emergency Care in a Foreign Country: Coverage to the extent not covered by Medicare for 80 pehiked of the
charges for Medicare-eligible expenses for medically necessargeamgthospital, physician and medical care received in a foreign country, which
care would have been covered by Medicare if provided in the United States and which care began during the first 60 daysectigaeh trip
outside the United States, subject to a calendar year deductible of $250 and a lifetime maximum benefit of $50,000. eB@fpbipbenefit,
“emergency care” shall mean care needed immediately because of an injury or an illness of sudden and unexpected onset.

i. Preventive Medical Care Benefit: Coverage for the following preventive health services:
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(1) An annual clinical preventive medical history and physical examination that may include tests and services from sub{@uaagpiams
tient education to address preventive health care measures.

(2) Any one or a combination of the following preventive screening tests or preventive services, the frequency of whidaredcoesiically
appropriate:

Fecal occult blood test or digital rectal examination, or both;

Mammogram;

Dipstick urinalysis for hematuria, bacteriuria and proteinuria;

Pure tone (air only) hearing screening test, administered or ordered by a physician;
Serum cholesterol screening (every five years);

Thyroid function test;

. Diabetes screening.

(3) Influenza vaccine administered at any appropriate time during the year and tetanus and diphtheria booster (every ten years).

(4) Any other tests or preventive measures determined appropriate by the attending physician.

Reimbursemerghall be for the actual charges up to 100 percent of the Medicare-approved amount for each service, as if Medicare were to cove
the service as identified in American Medical Association Current Procedural Terminology (AMA CPT) codes, to a maximuramfi$B0
under this benefit. This benefit shall not include payment for any procedure covered by Medicare.

j.  At-HomeRecovery Benefit: Coverage for services to provide short-term, at-home assistance with activities of daily living faotrerse re
ing from an iliness, injury or surgery.

(1) For purposes of this benefit, the following definitions shall apply:

1. “Activities of daily living” include, but are not limited to, bathing, dressing, personal hygiene, transferring, eatirigtiagilassistance
with drugs that are normally self-administered, and changing bandages or other dressings.

2. “Care provider” means a duly qualified or licensed home health aide/homemaker, personal care aide or nurse providdit#msemh a
home health care agency or referred by a licensed referral agency or licensed nurses registry.

3. “Home” shall mean any place used by the insured as a place of residence, provided that such place would qualify a&sfarrbsitienc
health care services covered by Medicare. A hospital or skilled nursing facility shall not be considered the insurefife silieeace.

4. “At-home recovery visit” means the period of a visit required to provide at-home recovery care, without limit on the afutsioisit,
except each consecutive 4 hours in a 24-hour period of services provided by a care provider is one visit.

(2) Coverage requirements and limitations.

1. At-home recovery services provided must be primarily services which assist in activities of daily living.

2. Theinsured’s attending physician must certify that the specific type and frequency of at-home recovery services arbeemessaf a
condition for which a home care plan of treatment was approved by Medicare.

3. Coverage is limited to:

* No more than the number and type of at-home recovery visits certified as necessary by the insured’s attending physitahnuriibertof
at-home recovery visits shall not exceed the number of Medicare-approved home health care visits under a Medicare-appracegdlhorog
treatment.

NogprwhE
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The actual charges for each visit up to a maximum reimbursement of $40 per visit.

One thousand six hundred dollars per calendar year.

Seven visits in any one week.

Care furnished on a visiting basis in the insured’s home.

Services provided by a care provider as defined in this paragraph

At-home recovery visits while the insured is covered under the policy or certificate and not otherwise excluded.
¢ At-home recovery visits received during the period the insured is receiving Medicare-approved home care services or moeighte tha

weeks after the service date of the last Medicare-approved home health care visit.

(3) Coverage is excluded for:

Home care visits paid for by Medicare or other government programs; and

2. Care provided by family members, unpaid volunteers or providers who are not care providers.

k. New or Innovative Benefits: An issuer may, with the prior approval of the commissioner, offer policies or certificates witimmevative
benefits in addition to the benefits provided in a policy or certificate that otherwise complies with the applicable standandsw or innovative
benefits may include benefits that are appropriate to Medicare supplement insurance, new or innovative, not otherwiseoat-aftdadtve, and
offered in a manner which is consistent with the goal of simplification of Medicare supplement policies.

gd‘zeuo

191—37.8(514D) Standard Medicare supplement benefit plans.

37.8(1) Anissuer shall make available to each prospective policyholder and certificate holder a policy form or certificate forimgconigi
the basic “Core” benefits as defined in 37.7(2).

37.8(2) No groups, packages or combinations of Medicare supplement benefits other than those listed in this section shall hesaléeired fo
this state, except as may be permitted in 37:K{3and in 37.9(514D).

37.8(3) Benefit plans shall be uniform in structure, language, designation and format to the standard benefit plans “A” throtaghifiXhis
subruleand conform to the definitions in 37.3(514D). Each benefit shall be structured in accordance with the format provid2dan®37.7(3)
and list the benefits in the order shown in this subrule. For purposes of this rule, “structure, language, and form&ylenamasgement and
overall content of a benefit.

37.8(4) An issuer may use, in addition to the benefit plan designations required in 37.8(3), other designations to the extenbypdéamitted

37.8(5) Makeup of benefit plans:

a. Standardized/edicare supplement benefit plan “A” shall be limited to the Basic (“Core”) Benefits Common to All Benefit Plans, as defined
in 37.7(2).

b. Standardized/edicare supplement benefit plan “B” shall include only the following: The Core Benefit as defined in 37.7(2), plus the Medi-
care Part A Deductible as defined in 37.7¢3)

c. Standardized/edicare supplement benefit plan “C” shall include only the following: The Core Benefit as defined in 37.7(2), plus the Medi-
care Part A Deductible, Skilled Nursing Facility Care, Medicare Part B Deductible and Medically Necessary Emergency GagiginGokintry
as defined in 37.7(3R,” “b,” “c,” and“h,” respectively.
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d. Standardized Medicare supplement benefit plan “D” shall include only the following: The Core Benefit, as defined in R& @), p
Medicare Part A Deductible, Skilled Nursing Facility Care, Medically Necessary Emef@arein a Foreign Country and the At-Home Recovery
Benefit as defined in 37.7(33,” “b,” “h,” and"j,” respectively.

e. Standardized/edicare supplement benefit plan “E” shall include only the following: The Core Benefit, as defined in 37.7(2), plus the Medi-
care Part A Deductible, Skilled Nursing Facility Care, Medically Necessary Emergency Care in a Foreign Country and Predamativ@aké as
defined in 37.7(3)Ya,” “b,” “h,” and"i,” respectively.

f.  Standardized/edicare supplement benefit plan “F” shall include only the following: The Core Benefit, as defined in 37.7(2), plus the Medi-
care Part A Deductible, the Skilled Nursing Facility Care, the Part B Deductible, 100 Petherileflicare Part B Excess Charges, and Medically
Necessary Emergency Care in a Foreign Country as defined in 3a,7(3),” “c,” “e,” and“h,” respectively.

g. Standardized Medicare supplement benefit plan “G” shall include only the following: The Core Benefit, as defined in Ri&. Ti(2), p
Medicare Part A Deductible, Skilled Nursing Facility Care, 80 Percent of the Medicare Part B Excess Charges, Medically Bexzgsacy
Care in a Foreign Country, and the At-Home Recovery Benefit as defined in 3a,7(8)” “d,” “h,”  and"j,” respectively.

h. Standardized Medicare supplement benefit plan “H” shall consist of only the following: The Core Benefit, as defined ,ipl88.#{2)
Medicare Part A Deductible, Skilled Nursing Facility Care, Basic Prescription Drug Benefit and Medically Necessary EmergémeyFoaeign
Country as defined in 37.7(3,” “b,” “f,” and“h,” respectively.

j.  Standardized Medicare supplement benefit plan “J” shall consist of only the following: The Core Benefit, as defined ,ipl83.#(&)
Medicare Part A Deductible, Skilled Nursing Facility Care, Medicare Part B Deductible, 100 Percent of the Medicare Past@GhBrges, Ex-
tended Prescription Drug Benefit, Medically Necessary Emergency Care in a Foreign Country, Preventive Medical Care an&étederye
Benefit as defined in 37.7(3%,” “b,” “c,” “e,” “g,” “h,” “i,” and'j,” respectively.

i. Standardized Medicare supplement benefit plan “I” shall consist of only the following: The Core Benefit, as defined jipRi& T(2) g
Medicare Part A Deductible, Skilled Nursing Facility Care, 100 Percent of the Medicare Part B Excess Charges, BasicrPBeagriptnefit, c
Medically Necessary Emergency Care in a Foreign Country and At-Home Recovery Benefit as defined 1a,3T7(3,” “f,” “h,” and‘j,” e
respectively. 3
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191—37.9(514D) Medicare Select policies and certificates.

37.9(1) a. Rule 37.9(514D) shall apply to Medicare Select policies and certificates, as defined in this rule.

b. No policy or certificate may be advertised as a Medicare Select policy or certificate unless it meets the requirements.of this

37.9(2) For the purposes of this rule:

a. “Complaint” means any dissatisfaction expressed by an individual concerning a Medicare Select issuer or its network providers.

b. “Grievance” means dissatisfaction expressed in writing by an individual insured under a Medicare Select policy or certificate with the ad-
ministration, claims practices, or provision of services concerning a Medicare Select issuer or its network providers.

c. “Medicare Select Issuertneans an issuer offering, or seeking to offer, a Medicare Select policy or certificate.

d. “Medicare Select Policydbr “Medicare Select Certificatetneans respectively, a Medicare supplement policy or certificate that conta|n§>
restricted network provisions.

e. “Network Provider’means a provider of health care, or a group of providers of health care, which has entered into a written agreemenﬁNlth

the issuer to provide benefits insured under a Medicare Select policy. o



f.  “Restricted Network Provisionineans any provision which conditions the payment of benefits, in whole or in part, on the use of netwegsk

providers. =
g. “Service Area’means the geographic area approved by the commissioner within which an issuer is authorized to offer a Medicare _é‘élect
policy. °

37.9(3) The commissioner may authorize an issuer to offer a Medicare Select policy or certificate, pursuant to this rule andb8eaftitve 43 5
Omnibus Budget Reconciliation Act (OBRA) of 1990, if the commissioner finds that the issuer has satisfied all of the réguiremen

37.9(4) A Medicare Select issuer shall not issue a Medicare Select policy or certificate in this state until its plan of opevetordpasoved by
the commissioner.

37.9(5) A Medicare Select issuer shall file a proposed plan of operation with the commissioner in a format prescribed by the @mifiission
plan of operation shall contain at least the following information:

a. Evidence that all covered services that are subject to restricted network provisions are available and accessible thrkygbuiedns
including a demonstration that:

(1) Such services can be provided by network providers with reasonable promptness with respect to geographic locatiopetatios ahd
after-hourcare. The hours of operation and availability of after-hour care shall reflect usual practice in the local area. Geagicphig shall
reflect the usual travel times within the community.

(2) The number of network providers in the service area is sufficient, with respect to current and expected policyholders, eithe

1. To adequately deliver all services that are subject to a restricted network provision; or

2. To make appropriate referrals.

(3) There are written agreements with network providers describing specific responsibilities.

(4) Emergency care is available 24 hours per day and seven days per week.

(5) Inthe case of covered services that are subject to a restricted network provision and are provided on a prepa&ldrasig;tieeragree-
ments with network providers prohibiting such providers from billing or otherwise seeking reimbursement from or recoursepgaiingdual
insuredunder a Medicare Select policy or certificate. This paragraph shall not apply to supplemental charges or coinsurance statedritsthe
Medicare Select policy or certificate.

b. A statement or map providing a clear description of the service area.

c. A description of the grievance procedure to be utilized.

d. A description of the quality assurance program, including:

(1) The formal organizational structure;

(2) The written criteria for selection, retention and removal of network providers; and

(3) The procedures for evaluating quality of care provided by network providers, and the process to initiate correctivieeactranranted.

e. Alist and description, by specialty, of the network providers.

f.  Copies of the written information proposed to be used by the issuer to comply with 37.9(9).

g. Any other information requested by the commissioner.
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37.9(6) a. A Medicare Select issuer shall file any proposed changes to the plan of operation, except for changes to the list obmitersrk pr
with the commissioner prior to implementing such changes. Such changes shall be considered approved by the commiSfialagisaftdess
specifically disapproved.

b. An updated list of network providers shall be filed with the commissioner at least quarterly.

37.9(7) A Medicare Select policy or certificate shall not restrict payment for covered services provided by nonnetwork providers if:

a. The services are for symptoms requiring emergency care or are immediately required for an unforeseen illness, injurticr; @adndi

b. Itis not reasonable to obtain such services through a network provider.

37.9(8) A Medicare Select policy or certificate shall provide payment for full coverage under the policy for covered servicesdhavaite
able through network providers.

37.9(9) A Medicare Select issuer shall make full and fair disclosure in writing of the provisions, restrictions, and limitatiohdeafithee
Select policy or certificate to each applicant. This disclosure shall include at least the following:

a. Anoutline of coverage sufficient to permit the applicant to compare the coverage and premiums of the Medicare Selecepificyter
with:

(1) Other Medicare supplement policies or certificates offered by the issuer; and

(2) Other Medicare Select policies or certificates.

b. A description (including address, telephone number and hours of operation) of the network providers, including primasicars phy
specialty physicians, hospitals and other providers.

c. A description of the restricted network provisions, including payments for coinsurance and deductibles, when providens ogtewoth
providers are utilized.

d. A description of coverage for emergency and urgently needed care and other out-of-service area coverage.

e. A description of limitations on referrals to restricted network providers and to other providers.

f. A description of the policyholder’s rights to purchase any other Medicare supplement policy or certificate otherwise dffieresigr.

g. A description of the Medicare Select issuer’s quality assurance program and grievance procedure.

37.9(10) Prior to the sale of a Medicare Select policy or certificate, a Medicare Select issuer shall obtain from the applicamtna sigtest
form stating that the applicant has received the information provided pursuant to 37.9(9) and that the applicant unaerstrictsahs of the
Medicare Select policy or certificate.

37.9(11) A Medicare Select issuer shall have and use procedures for hearing complaints and resolving written grievances fronéhg. subscri
Such procedures shall be aimed at mutual agreement for settlement and may include arbitration procedures.

a. The grievance procedure shall be described in the policy and certificates and in the outline of coverage.

b. At the time the policy or certificate is issued, the issuer shall provide detailed information to the policyholder desurihiggdvance may
be registered with the issuer.

c. Grievanceshall be considered in a timely manner and shall be transmitted to appropriate decision makers who have authority $e fully inve
tigate the issue and take corrective action.

d. If a grievance is found to be valid, corrective action shall be taken promptly.

e. All concerned parties shall be notified about the results of a grievance.
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f.  The issuer shall report no later than each March 31 to the commissioner regarding its grievance procedure. The repog &ratidte

(@)
prescribed byhe commissioner and shall contain the number of grievances filed in the past year and a summary of the subject, nalutierand reg
of such grievances. BN

37.9(12) At the time of initial purchase, a Medicare Select issuer shall make available to each applicant for a Medicare Selecepdicate °
the opportunity to purchase any Medicare supplement policy or certificate otherwise offered by the issuer. S

37.9(13) a. At the request of an individual insured under a Medicare Select policy or certificate, a Medicare Select issuer shallablk avai
the individual insured the opportunity to purchase a Medicare supplement policy or certificate offered by the issuer dnigiatetse or lesser
benefits and which does not contain a restricted network provision. The issuer shall make such policies or certifiddtewithvailarequiring
evidence of insurability after the Medicare Select policy or certificate has been in force for six months.

b. For the purposes of this subrule, a Medicare supplement policy or certificate will be considered to have comparableneficssatdss it
containsone or more significant benefits not included in the Medicare Select policy or certificate being replaced. For the pthisagsasgfaph,

a significant benefit means coverage for the Medicare Part A deductible, coverage for prescription drugs, coverage f@catrapnservices or
coverage for Part B excess charges.

37.9(14) Medicare Select policies and certificates shall provide for continuation of coverage in the event the Secretary of Heatthrand H
Servicegletermines that Medicare Select policies and certificates issued pursuant to this section should be discontinued tue failaithef the
Medicare Select program to be reauthorized under law or its substantial amendment.

a. Each Medicare Select issuer shall make available to each individual insured under a Medicare Select policy or certffjmatieitiity to
purchase any Medicare supplement policy or certificate offered by the issuer which has comparable or lesser benefitsla@sl wetichntain a
restricted network provision. The issuer shall make such policies and certificates available without requiring evidemaeitityins

b. For the purposes of this subrule, a Medicare supplement policy or certificate will be considered to have comparablensfiessetdss it
containsone or more significant benefits not included in the Medicare Select policy or certificate being replaced. For the pthisgsasagfaph,
a significant benefit means coverage for the Medicare Part A deductible, coverage for prescription drugs, coverage facatapnservices or
coverage for Part B excess charges.

37.9(15) A Medicare Select issuer shall comply with reasonable requests for data made by state or federal agencies, includin@tatetnited
Department of Health and Human Services, for the purpose of evaluating the Medicare Select program.
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191—37.10(514D) Open enrollment.

37.10(1) No issuer shall deny or condition the issuance or effectiveness of any Medicare supplement policy or certificate availabietfos
state, nor discriminate in the pricing of such a policy or certificate because of the health status, claims experiermfeheattbigbre, or medical
condition of arapplicant in the case of an application for a policy or certificate that is submitted prior to or during the six-montlegianodtwith
the first day of the first month in which an individual is both 65 years of age or older and is enrolled for benefits ticdier RetiB. Each Medicare
supplement policy and certificate currently available from an insurer shall be made available to all applicants who qualifg sadrule without
regard to age.

37.10(2) Except as provided in 37.21(514D), subrule 37.10(1) shall not be construed as preventing the exclusion of benefits agpder a poli
during the first six months, based on a preexisting condition for which the policyholder or certificate holder receivatt teataseotherwise
diagnosed during the six months before the coverage became effective.



191—37.11(514D) Standards for claims payment.

37.11(2) An issuer shall comply with Section 1882(c)(3) of the Social Security Act (as enacted by Section 4081(b)(2)(C) of the Qngebus B
Reconciliation Act of 1987 (OBRA) 1987, Pub. L. No. 100-203) by:

a. Accepting a notice from a Medicare carrier on dually assigned claims submitted by participating physicians and supghérsfas a c
benefits in place of any other claim form otherwise required and making a payment determination on the basis of the inttaetézhin that
notice;

b. Notifying the participating physician or supplier and the beneficiary of the payment determination;

c. Paying the participating physician or supplier directly;

d. Furnishing, athe time of enrollment, each enrollee with a card listing the policy name, number and a central mailing address to wéich notice
from a Medicare carrier may be sent;

e. Paying user fees for claim notices that are transmitted electronically or otherwise; and

f.  Providing to the Secretary of Health and Human Services, at least annually, a central mailing address to which all claisentriay b
Medicare carriers.

37.11(2) Compliance with the requirements set forth in 37.11(1) shall be certified on the Medicare supplement insurance expetiegce repor
form.

191—37.12(514D) Loss ratio standards and refund or credit of premium.

37.12(1) Loss ratio standards.

a. A Medicare supplement policy form or certificate form shall not be delivered or issued for delivery unless the policyddificatedorm
can be expected, as estimated for the entire period for which rates are computed to provide coverage, to return togalicybeitiicate holders
in the form of aggregate benefits (not including anticipated refunds or credits) provided under the policy form or dertificate

(1) Atleast 75 percent of the aggregate amount of premiums earned in the case of group policies, or

(2) Atleast 65 percent of the aggregate amount of premiums earned in the case of individual policies, calculated offi ifneub&sic@ims
experience oincurred health care expenses where coverage is provided by a health maintenance organization on a service rather ¢énaenteimburs
basis and earned premiums for such period and in accordance with accepted actuarial principles and practices.

b. Allfilings of rates and rating schedules shall demonstrate that expected claims in relation to premiums comply withetineméjafrthis
rulewhen combined with actual experience to date. Filings of rate revisions shall also demonstrate that the anticipaten/&rsheatiotire future
period for which the revised rates are computed to provide coverage can be expected to meet the appropriate loss mtio standard

c. For all policies issued prior to January 1, 1992, expected claims in relation to premiums shall meet:

(1) The originally filed anticipated loss ratio when combined with the actual experience from inception;

(2) The appropriate loss ratio requirement from 37.1a(1)1) and (2) when combined with actual experience beginning with January 1, 1996,
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to date; and @)
(3) The appropriate loss ratio requirement from 37.12(1(1) and (2) over the entire future period for which rates are computed to providQ:;
coverage. N

37.12(2) Refund or credit calculation.
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a. Anissuer shall collect and file with the commissioner by May 31 of each year the data contained in the reporting forthinokpieedix
A for each type in a standard Medicare supplement benefit plan.

b. If, on the basis of the experience as reported, the benchmark ratio since inception (ratio 1) exceeds the adjustedatixpsirieadaaep-
tion (ratio 3), then a refund or credit calculation is required. The refund calculation shall be done on a statewide&elsitypar in a standard
Medicare supplement benefit plan. For purposes of the refund or credit calculation, experience on policies issuedeyitrimthgaar shall be
excluded.

c. For purposes of this subrule, policies or certificates issued prior to January 1, 1992, the issuer shall make the rafiordssdevately for
all individual policies (including all group policies subject to an individual loss ratio standard when issued) combirlesttardgabup policies
combined for experience after January 1, 1996. The first report shall be due May 31, 1998.

d. Arefund or credit shall be made only when the benchmark loss ratio exceeds the adjusted experience loss ratio anddtme asfondet
or credited exceeds a de minimis level. Such refund shall include interest from the end of the calendar year to tieerdhtedbticredit at a rate
specified by the Secretary of Health and Human Services, but in no event shall it be less than the average rate ofl Bueessdt fireasury notes.
A refund or credit against premiums due shall be made by September 30 following the experience year upon which the eefitirszsed.

37.12(3) Annual filing of premium ratesAn issuer of Medicare supplement policies and certificates issued before or after the effective date of
January 1, 1992, in this state shall file annually its rates, rating schedule and supporting documentation includingaatied éfsses to earned
premiums bypolicy duration for approval by the commissioner in accordance with the filing requirements and procedures prescribetfnysthe co
sioner. The supporting documentation shall also demonstrate in accordance with actuarial standards of practice usingassasoptidns that
the appropriate loss ratio standards can be expected to be met over the entire period for which rates are computed sifatgindembrexclude
active life reserves. An expected third-year loss ratio which is greater than or equal to the applicable percentagersitadttaged for policies or
certificates in force less than three years.

As soon as practicable, but prior to the effective date of enhancements in Medicare benefits, every issuer of Medicarg pofipiesner
certificates in this state shall file with the commissioner in accordance with the applicable filing procedures of this state:

a. (1) Appropriate premium adjustments necessary to produce loss ratios as anticipated for the current premium for thealipibsairie
certificates. Such supporting documents as necessary to justify the adjustment shall accompany the filing.

(2) An issuer shall make such premium adjustments as are necessary to produce an expected loss ratio under such podity as oaitif
conform with minimum loss ratio standards for Medicare supplement policies and which are expected to result in a lésagiztie gieat as that
originally anticipated in the rates used to produce current premiums by the issuer for such Medicare supplement policies or bertjiiegtdasm
adjustment which would modify the loss ratio experience under the policy other than the adjustments described hereiadehalitbeaspect to a
policy at any time other than upon its renewal date or anniversary date.

(3) If anissuer fails to make premium adjustments acceptable to the commissioner, the commissioner may order premiuns adjfustdeent
or premium credits deemed necessary to achieve the loss ratio required by this rule.

b. Any appropriate riders, endorsements or policy forms needed to accomplish the Medicare supplement policy or certificatensodific
necessary to eliminate benefit duplications with Medicare. Such riders, endorsements or policy forms shall providecaipteer oehe Medi-
care supplement benefits provided by the policy or certificate.

y1°d2e 4D
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37.12(4) Public hearings.The commissioner may conduct a public hearing to gather information concerning a request by an issuer for an in-
crease in a rate for a policy form or certificate form issued before or after the effective date of January 1, 1992¢ifeheeeafthe form for the
previous reporting period is not in compliance with the applicable loss ratio standard. The determination of compliasceithouadonsider-
ation of any refund or credit for such reporting period. Public notice of such hearing shall be furnished in a manneppieama oy the com-
missioner.

191—37.13(514D) Filing and approval of policies and certificates and premium rates.

37.13(1) An issuer shall not deliver or issue for delivery a policy or certificate to a resident of this state unless the policyeuifinaie form
has been filed with and approved by the commissioner in accordance withddimgements and procedures prescribed by the commissioner.

37.13(2) Anissuer shall not use or change premium rates for a Medicare supplement policy or certificate unless the rates, réiagdchedu
supporting documentation have been filed with and approved by the commissioner in accordance with the filing requirenaangdwaed pre-
scribed by the commissioner.

37.13(3) a. Except as provided in paragrdfiti of this subrule, an issuer shall not file for approval more than one form of a policy or certificate of
each type for each standard Medicare supplement benefit plan.

b. Anissuer may offer, with the approval of the commissioner, up to four additional policy forms or certificate forms of ttypadon¢he
same standard Medicare supplement benefit plan, one for each of the following cases:

(1) The inclusion of new or innovative benefits;

(2) The addition of either direct response or agent marketing methods;

(3) The addition of either guaranteed issue or underwritten coverage;

(4) The offering of coverage to individuals eligible for Medicare by reason of disability.

c. For the purposes of this section, a “type” means an individual policy, a group policy, an individual Medicare Select pgiioypoMedi-
care Select policy.

37.13(4) a. Except as provided in subparagrdph (1) below, an issuer shall continue to make available for purchase any policy form or certifi-
cate form issued after January 1, 1992, that has been approved by the commissioner. A policy form or certificate fdrbe stualbitered to be
available for purchase unless the issuer has actively offered it for sale in the previous 12 months.

(1) Anissuer may discontinue the availability of a policy form or certificate form if the issuer provides to the commissidtiagiits decision
at least 30 days prior to discontinuing the availability of the form of the policy or certificate. After receipt of thbynthteeeommissioner, the issuer
shall no longer offer for sale the policy form or certificate form in this state.

(2) An issuer that discontinues the availability of a policy form or certificate form pursuant to subpatagjyréphabove shall not file for
approval of a new policy form or certificate form of the same type for the same standard Medicare supplement benefi gilscoatirioed form
for a period of five years after the issuer provides notice to the commissioner of the discontinuance. The period oiadiseonty be reduced if
the commissioner determines that a shorter period is appropriate.

b. The sale or other transfer of Medicare supplement business to another issuer shall be considered a discontinuancedes thietfisrpo
subrule.

c. Achange in the rating structure or methodology shall be considered a discontinuance under gatagfapls subrule unless the issuer
complies with the following requirements:
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(1) The issuer provides an actuarial memorandum, in a form and manner prescribed by the commissioner, describing the menties in W(-)
revised rating methodology and resultant rates differ from the existing rating methodology and resultant rates.

(2) The issuer does not subsequently put into effect a change of rates or rating factors that would cause the percemtiapjbetiffess the -
discontinued and subsequeates as described in the actuarial memorandum to change. The commissioner may approve a chanfgedntthke dif ©
which is in the public interest. “

37.13(5) a. Except as provided in paragraffiti of this subrule, the experience of all policy forms or certificate forms of the same type in a
standard Medicare supplement benefit plan shall be combined for purposes of the refund or credit calculation prescrt{ied4Dg7.1

b. Forms assumed under an assumption reinsurance agreement shall not be combined with the experience of other forms fahpurposes o
refund or credit calculation.

(.0
~

191—37.14(514D) Permitted compensation arrangements.

37.14(1) An issuer or other entity may provide commission or other compensation to an agent or other representative for the sidaref a Me
supplement policy or certificate only if the first-year commission or other first-year compensation is tieam@@ percent of the commission or
other compensation paid for selling or servicing the policy or certificate in the second year or period.

37.14(2) The commission or other compensation provided in subsequent (renewal) years must be the same as that provided in th@second yea
period and must be provided for no fewer than five renewal years.

37.14(3) No issuer or other entity shall provide compensation to its agents or other producers and no agent or producer shalipecsat®no
greater than the renewal compensation payable by the replacing issuer on renewal policies or certificates if an exisimeeptificgte is re-
placed.

37.14(4) For purposes of this rule, “compensation” includes pecuniary or nonpecuniary remuneration of any kind relating to teaeatd or r
of the policy or certificate including, but not limited to, bonuses, gifts, prizes, awards and finders fees.
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191—37.15(514D) Required disclosure provisions.

37.15(1) General rules.

a. Medicare supplement policies and certificates shall include a renewal or continuation provision. The language or specifgation
provisionsshall be consistent with the type of contract issued. Such provision shall be appropriately captioned and shall affjseapagete the
policy, and shall include any reservation by the issuer of the right to change premiums and any automatic renewal prersasiasee on the
policyholder’s age.

b. Except for riders or endorsements by which the issuer effectuates a request made in writing by the insured, exercicalya speciéd
right under a Medicare supplement policy, or is required to reduce or eliminate benefits to avoid duplication of Medidarabeidefs or en-
dorsementadded to a Medicare supplement policy after date of issue or at reinstatement or renewal which reduce or eliminateteseiis or
the policy shall require a signed acceptance by the insured. After the date of policy or certificate issue, any ridsemmeebddrich increases
benefits or coverage with a concomitant increase in premium during the policy term shall be agreed to in writing sigimezubgdthenless the
benefitsare required by the minimum standards for Medicare supplement policies, or if the increased benefits or coverage is leguiéocny a
separatedditional premium is charged for benefits provided in connection with riders or endorsements, such premium charge fehidlibéhset
policy.



c. Medicare supplement policies or certificates shall not provide for the payment of benefits based on standards descrédexhdsctissu
tomary,” “reasonable and customary” or words of similar import.

d. If a Medicare supplement policy or certificate contains any limitations with respect to preexisting conditions, suchdistiatiappear as
a separate paragraph of the policy and be labeled as “Preexisting Condition Limitations.”

e. Medicare supplement policies and certificates shall have a notice prominently printed on the first page of the policater acedifached
thereto stating in substance that the policyholder or certificate holder shall have the right to return the policy te eeitifica0 days of its deliv-
ery and to have the premium refunded if, after examination of the policy or certificate, the insured person is not saisfieeason.

f. (1) Issuers of accident and sickness policies, or certificates which provide hospital or medical expense coverage ceriac@xpe s
indemnity basis to a person(s) eligible for Medicare shall provide to those applicants a Guide to Health Insurance fatrPdeglieave in the
form developed jointly by the National Association of Insurance Commissioners and the Health Care Fibmnitiisfration and in a type size no
smaller than 12-point type. Delivery of the Guide shall be made whether or not such policies or certificates are adlieitésbdr sssued as
Medicare supplement policies or certificates as defined in this chapter. Except in the case of direct response issyerkthaeBagde shall be
made to the applicant at the time of application and acknowledgment of receipt of the Guide shall be obtained by theeisStempddse issuers
shall deliver the Guide to the applicant upon request but not later than at the time the policy is delivered.

(2) For the purposes of this rule, “form” means the language, format, type size, type proportional spacing, bold chametepacidd.

37.15(2) Notice requirements.

a. As soon as practicable, but no later than 30 days prior to the annual effective date of any Medicare benefit changeshadinissfyeits
policyholders and certificate holders of modifications it has made to Medicare supplement insurance policies or cerdffoatest iacceptable to
the commissioner.

(1) Include a description of revisions to the Medicare program and a description of each modification made to the covdeaenatevihe
Medicare supplement policy or certificate, and

(2) Inform each policyholder or certificate holder as to when any premium adjustment is to be made due to changes in Medicare.

b. The notice of benefit modifications and any premium adjustments shall be in outline form and in clear and simple terrfecfitads to
comprehension.

c. Such notices shall not contain or be accompanied by any solicitation.

37.15(3) Outline of coverage requirements for Medicare supplement policies.

a. Issuers shall provide an outline of coverage to all applicants at the time application is presented to the prospectivarapicapt for
direct response policies, shall obtain an acknowledgment of receipt of such outline from the applicant; and

b. If an outline of coverage is provided at the time of application and the Medicare supplement policy or certificate is &sbasisavhich
would require revision of the outline, a substitute outline of coverage properly describing the policy or certificateashpi@csuch policy or
certificate when it is delivered and contain the following statement, in no less than 12-point type, immediately abovetiyenzone

“NOTICE: Read this outline of coverage carefully. It is not identical to the outline of coverage provided upon applidatiencamerage
originally applied for has not been issued.”

c. The outline of coverage provided to applicants pursuant to this subrule consists of four parts: a cover page, premiion,inisciatre
pages, and charts displaying the features of each benefit plan offered by the issuer. The outline of coverage shidhigeagehend format
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prescribed below in no less than 12-point type. All plans “A” to “J” shall be shown on the cover page, and the pla(sfféraicby the issuer
shall beprominently identified. Premium information for plans that are offered shall be shown on the cover page or immediataty tol@eiver
page and shall be prominently displayed. The premium and mode shall be stated for all plans that are offered to the gpptipantiAll pos-

sible premiums for the prospective applicant shall be illustrated.
The following items shall be included in the outline of coverage in the order prescribed below.

d.

Outline of Medicare Supplement Coverage-Cover page:
Benefit Plan(s) [insert letter(s) of plan(s) being offered]

[Company Name]

Medicare supplement insurance can be sold in only ten standard plans. This chart shows the benefits included in each plan.
Every Company must make available Plan “A”. Some plans may not be available in your state.

BASIC BENEFITS:

Included in All Plans.

Hospitalization: Part A coinsurance plus coverage for 365 additional days after Medicare benefits end.

Medical Expenses: Part B coinsurance (20% of Medicare-approved expenses).

Blood: First three pints of blood each year.

A B C D E F G H T J
Basic Basic Basic Basic Basic Basic Basic Basic Basic Basic
Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits Benefits
Skilled Skilled Skilled Skilled Skilled Skilled Skilled Skilled
Nursing Nursing Nursing Nursing Nursing Nursing Nursing Nursing
Co- Co- Co- Co- Co- Co- Co- Co-
insurance insurance insurance insurance insurance insurance insurance insurance
Part A Part A Part A Part A Part A Part A Part A Part A Part A
Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible Deductible
Part B Part B Part B
Deductible Deductible Deductible
Part B Part B Part B Part B
Excess Excess Excess Excess
(100%) (80%) (100%) (100%)
Foreign Foreign Foreign Foreign Foreign Foreign Foreign Foreign
Travel Travel Travel Travel Travel Travel Travel Travel
Emergency Emergency Emergency Emergency Emergency Emergency Emergency Emergency
At-Home At-Home At-Home At-Home
Recovery Recovery Recovery Recovery

grd‘/eud
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Basic Basic Extended
Drugs Drugs Drugs

($1,250 ($1,250 ($3,000
Limit) Limit) Limit)
Preventive Preventive Care

Care

PREMIUM INFORMATION

We [insert issuer’s name] can only raise your premium if we raise the premium for all policies like yours in this Stateretfiium is based on

the increasing age of the insured, include information specifying when premiums will change.]
DISCLOSURES
Use this outline to compare benefits and premiums among policies.
READ YOUR POLICY VERY CAREFULLY

This is only an outline describing your policy’s most important features. The policy is your insurance contrauistYead the policy itself to

understand all of the rights and duties of both you and your insurance company.
RIGHT TO RETURN POLICY

If you find that you are not satisfied with your policy, you may return it to [insert issuer’s address]. If you sendythagotic us within 30 days

after you receive it, we will treat the policy as if it had never been issued and return all of your payments.
POLICY REPLACEMENT

If you are replacing another health insurance policy, do NOT cancel it until you have actually received your new poliguemgt@revant to

keep it.
NOTICE

This policy may not fully cover all of your medical costs.

[for agents: ]

Neither [insert company’s name] nor its agents are connected with Medicare.

[for direct response: |

[insert company’s name] is not connected with Medicare.

This outline of coverage does not give all the details of Medicare coverage. Contact your local Social Security Offigk ‘Giteohgedicare
Handbook” for more details.

COMPLETE ANSWERS ARE VERY IMPORTANT

When you fill out the application for the new policy, be sure to answer truthfully and completely all questions about yaliancttiealth
history. The company may cancel your policy and refuse to pay any claims if you leave out or falsify important medical inforntatopoliif or
certificate is guaranteed issue, this paragraph need not appear.]

Review the application carefully before you sign it. Be certain that all information has been properly recorded.

[Include for each plan prominently identified in the cover page, a chart showing the services, Medicare payments, plarapdyimsmed
paymentdor each plan, using the same language, in the same order, using uniform layout and format as shown in the charts beddhariNfouno
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plansmay be shown on one chart. For purposes of illustration, charts for each plan are included in this rule. An issuerditenasbeartefit plan
designations on these charts pursuant to 37.8(4).]

[Include an explanation of any innovative benefits on the cover page and in the chart, in a manner approved by the commissioner

ozd‘zeyo
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